CASE REPORT

Endoscopic Management of Unusual M etastasis of Renal Cell Carcinoma

to the Sinonasal Area
M ohammad Shayani Nasab', Mchammad Jafari?, Seyed Habibollah M osavi Bahar®, and Hamid Shayani Nasab®

! Department Otolaryngology, Besat Hospital, Hamadan University of Medical Sciences, Hamadan, Iran
2 Department Pathology, Ekbatan Hospital, Hamadan University of Medical Sciences, Hamadan, Iran
3 Department Urology, Besat Hospital, Hamadan University of Medical Sciences, Hamadan, Iran

Received: 12 Mar. 2008; Received in revised form: 27 May 2008; Accepted:1 Jul. 2008

Abstract- Metastatic tumors in the nose and paranasal sirargemfrequent. The origin of this metastatic
tumors are often renal cell carcinoma. We preseataase of metastatic renal cell carcinoma to tfse mnd
paranasal sinuses, 4 years after initial nephrectomd diagnosis of stage TINOMO clear cell carciaoihe
patient complained of nasal obstruction and rectirepistaxis who was treated with endoscopic sgurs
gery and was successfully palliated after one year.
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Introduction ter).Renal tumor had been limited within the rerap-c
sule without lymphatic metastasis and vascularsiorg
Metastatic tumor to sinonasal region is exceptional TINOMO staging), The diagnosis was clear cell earci
Most common organs responsible for this metastasis noma according to pathologic examination of thearen
kidney, lungs, breast, Gl tract, urogenital tractl ahy- mass. To work-up the nasal mass, paranasal CT scan
roid glands (1). Renal cell carcinoma with accodats (without contrast) and nasal tumor biopsy was d@e.
2-3% of all adult malignant neoplasms and is thestmo scan showed soft tissue mass with sinus expantidn a
lethal urogenitasl carcinoma. Renal cell carcinoma i destruction (Figure 1). First pathologic examinatie-
frequently seen metastasis in the sinonasal reglen vealed malignant vascular tumor. Surgery was per-
though renal cell carcinoma is notorious (togethih formed applying intranasal endoscopy and complete
malignant melanoma and choriocarcinoma) for me- tumor resection for nasal bleeding.
tastazing to the most unusual places, such asabal n
cavity, oral cavity, larynx, parotid, thyroid, héand
pituitary gland (2). According to the significanascu-
larizations of the tumor, epistaxsis is the moshemwn
sign of metastasis to sinonasal area (3-5). Thisleis
a report a rare case of metastastic renal celirmama
involving the nose and ethmoid sinus, four yeatsraf
initial nephrectomy which was managed with sinohasa
endoscopy.

Case Report

A 52 years old man who initially presented withuec
rent nasal bleeding and obstruction .He had anrafmaio
right nasal mass that suggested tumor. In pastaaledi i DT 3 _
history he had history of left radical nephrectody Figure 1. CT Scan of paranasal sinuses revealing right si-
years ago because of renal mass (6 cm in greaaesed nonasal mass
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Endoscopic management of unusual metastasis of renal cell carcinoma

Figure 2. Pathologic finding revealing metastatic clear cell
carcinoma in to the nasal wall.

Patient refused more treatment (radiotherapy or
chemotherapy and or immunotherapy). Pathologic ex-
amination confirmed the diagnosis metastatic reedll
carcinoma since it histologically was similar te ttenal
cell carcinoma which was previously resected (Fagur
2). He acheaved a complete clinical response withou
any significant complication and recurrence ofttimaor
after 1 year follow up using with interanasal ercigsc
examination and study in other organs for metastasi
(brain, paranasal, chest and abdominal CT with ashtr

cause profuse bleeding. The 5-years survival riigr a
nephrectomy is approximately 60-75% and with multi-
ple metastases is 0-5% (11). Treatment relategniort
location, size and the general health of the patiém
patient has a single sinonasal metastasis, surigery
probably the optimal treatment and with multipletase
tasis, optimal treatment are radiotherapy, chemaghye
and immunotherapy (12). The clinical course of phie
mary tumor is often unpredictable, and primary teno
vary in their growth rate .Spontaneous regressias h
been noted, as has the occurrence of metastagisabev
years after the primary tumor has been resectedl@)0
Our patient had recurrent disease 4 years aftdiraep
tomy while sinonasal metastatic tumor resectionraid
show recurrence after 1 year. If a metastatic hy-
pernephroma to the sinonasal tract is the onlyicain
metastasis,a radical excision of the solitary ntetis,
together with a nephrectomy is recommended (13). Al
though radiotherapy and immunochemotherapy are sug-
gested for metastatic diseases, surgery is pedfeate
patient with bleeding .Even though many metastatic
tumors originating from renal cancer develop mistip
metastasis. Most metastatic tumors in the nasphaa-
nasal sinuses are single and treated surgicallyeer,
even if multiple tumors are found in the nasal pada-
nasal region and other organs, surgery will becéffe

in preventing epistaxis and subsequent anemiajdh a

and bone scan).Nasal biopsy performed 1 year aftersjtuation, local excision of head and neck metéstak

treatment was negative for malignancy.
Discussion

Approximately one third of patients with renal cedir-
cinoma have metastatic disease at the time ofirdit

renal cell carcinoma should be performed as a sound
treatment regimen not a radical excision to prevéat
structures damage. Although the prognosis for negas

tic renal cell carcinoma is poor, our patient hadecur-
rence during one year of follow-up.

agnosis (synchronous metastatic disease) and 40-50%Refer ences

will develop distant metastasis after initial diagis (6).
Renal cell carcinoma can metastasize to any location
the body .The most common sites of metastasishare t
lungs, regional lymph nodes, bone and liver. Repdl c
carcinoma is most common metastasis tumor to parana
sal sinuses and nasal cavity although nasal msisista
extremely rare (7-9) Renal cell carcinoma has also a
occasional presentation as a head and neck massutvit
evidence of disease elsewhere. Thus renal celli-carc
noma should be considered in the diagnosis of aode
paranasal tumors as an origin (10). When a morgjiolo
cally unusual tumor, especially a glandular neaplés
encountered in the nasal cavity and paranasal esnus
the possibility of metastatic disease should besichn
ered and excluded clinically (8). The metastasjmodds
from renal cell carcinoma are vascular in nature @an
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